The private provision of health services in Vietnam was legalized in 1989 as one of the country's means to mobilize resources and improve efficiency in the health system. Ten years after its legalization, the private sector has widely expanded its activities and become an important provider of health services for the Vietnamese people. However, little is known about its contribution to the overall objectives of the health system in Vietnam.
Introduction
The private provision of health services in Vietnam was legalized in 1989 as one of the country's means to mobilize resources and improve efficiency in the health system. Ten years after its liberalization, the private sector has expanded its activities, particularly in the delivery of ambulatory services. The private sector, however, has not received due recognition from the health policy makers, who have mostly addressed the public sector to find solutions to the various problems in Vietnam's health system. Today, controversies exist around the contribution of the private health care sector to achieving health care for all the Vietnamese people. Based on the notion that the private sector is serving mainly the rich, some people perceive the private sector as 'bad', and as a threat to equity -the country's historical priority. Others see the private sector as 'good', because by serving the affluent people, it helps to free up public resources for the poor. A systematic assessment of the private health sector has never been conducted and neither of these positions is based on objective evidence. This paper assesses the role of the private health care sector by examining utilization patterns and financial burden for households of private as compared with public services. The analysis was based on information from the second Vietnam Living Standards Survey 1997 -1998 . The paper initially provides an historical and political background of the development of Vietnam's health system and reviews previous research on the private health sector in Vietnam. Secondly, it describes the data set, the methods used and the criteria for assessing the private health sector. The analysis follows, including a description of the health status, health care utilization and financial burden of health services, as well as an assessment of the determinants of the choice of private versus public care. The paper concludes with a discussion of the role of private provision of health services, and ideas are suggested for incorporating the private sector into the overall planning of the health system in Vietnam.
Health system development and previous research on the private sector in Vietnam
Vietnam is a very poor and populous country in the Southeast Asian region. With a population of 77 million and GNP per capita of US$320 in 1997, Vietnam is the 13th most populous and one of the poorest countries in the world. Despite recent development and urbanization, the country remains predominantly agricultural, with nearly 80% of the population living in rural areas. In terms of human development, Vietnam performs better than many countries with similar income level. In 1997, the infant mortality rate was 32 per 1000 live births, the under five mortality rate was 43 per 1000, and the adult literacy rate was 92% (UNDP 1999).
Vietnam's health system has been shaped through successive ideological and socioeconomic processes taking place during the country's contemporary history. In 1954, Vietnam won freedom from the French and was subsequently separated into North and South Vietnam. The North followed the socialist orientation, and the South was under control of the US. In the North, the communist ideology called for equity as the country's top priority. With this equity goal, North Vietnam established a very comprehensive primary health care network aimed at 'bringing medicine to the hamlet' and providing free health care to the entire population.
The victory in the American war by the communist North and the North-South reunification in 1975 marked a dramatic turning point in Vietnam's history. After the country was unified, the North attempted to realize its ambitious goal of providing free health care for all in the South, which at that time did not have a well-established health care network. As a result, the country's limited resources for health care were stretched. The situation was aggravated with the significant withdrawal of international support caused by the weakened socialist bloc and the isolation from the rest of the world due to the US embargo.
In 1986, the government of Vietnam embarked on a multisectoral Doi Moi (renovation) policy, which includedamong other things -price liberalization and promotion of the private sector (World Bank 1993a). In the health sector, a series of measures were initiated in 1989 by the Council of Ministers, aiming at liberalizing the health sector and mobilizing more resources. These measures included:
(1) Introduction of user fees at district, provincial and national levels of the health care system -fees were not comprehensively applied to the commune health centres, where drugs were usually unavailable, and drugs had to be purchased at local pharmacies; the handicapped, war invalids, very poor people and children under six were exempted from fees; (2) Legalization of private practice -medical professionals were allowed to engage in their own full-time private practice, and to charge private fees after office hours in the public health facilities; (3) Sale of drugs and medicines on the open market; (4) Liberalization of the pharmaceutical industry (World Bank 1993a).
In August 1992, the government declared a decree on compulsory payroll-based social health insurance for all government employees and employees of state and private enterprises having 10 workers or more. The decree also made provision for a system of voluntary insurance for the majority of workers in small businesses and agriculture.
After 10 years of liberalization, Vietnam's health system today represents a complex picture. Social health insurance has expanded its coverage slowly and enrolled 12.4% of the population in 1997 (Ministry of Health 1997) . Since compulsory insurance targets mostly the formal sector employees and school children, virtually all rural dwellers are uncovered. The Vietnam Health Insurance has a target of providing free health insurance for 4 million poor people, but so far it has been able to insure only 200 000 (Vietnam Health Insurance 1999) . It is estimated that 28 million Vietnamese people currently are too poor to pay hospital fees, but not poor enough to have the fees waived (Dahlgren 1999) . Some 20-30% of patients from rural areas have to take loans with high interest rates, sell livestock or take children out of school in order to pay for public hospital bills (Dahlgren 1999) . There has been a notable reduction in the utilization of public health services and an increase in the reliance on drugs. Legalization of the private sector has lead to a soaring number of private health facilities. It is reported that from 1996 to 1999 the number of private facilities more than doubled in 44 out of 61 cities and provinces in Vietnam (Pham 1999).
The socio-political context bringing about liberalization of the private sector was not unique to Vietnam. During the 1980s and 1990s, there was a trend for governments of many developing countries to liberalize and/or relax restrictions on licensing and regulation of the private providers in response to their reduced health expenditure and deteriorating public services. The move toward rapid privatization of health services in many countries, especially in Asia, was a result of rapid economic growth and rising expectations of quality services. Thus, the introduction and promotion of the private sector has been seen as a way to improve efficiency and quality, as well as to mobilize resources for health care (Newbrander and Parker 1992; World Bank 1993b) . On the other hand, increasing inequities in the provision of health care have also been associated with increased private sector activities (Kumaranayake 1997) . In Vietnam, the private sector is thought to help diversify services to meet the demands of people with different income status. It also helps to free scarce public resources for the poor and to improve the quality of public services through competition (Pham 1999) . Often, the private sector is seen as an alternative to the public sector, which has been deteriorating due to reduced government subsidies. Although its professional competence is considered inferior to that of the public providers, the private sector is considered to have more flexible opening hours, more ready access, greater drug supplies and more respectful treatment of clients (Vu and Le 1999; Truong et al. 1994) . Beyond the quality and availability of services, another argument for the substitution from public to private services is that sometimes the subsidized government services are more expensive than the private ones. This is particularly true in the public hospitals where the practice of informal 'envelope' payment has become prevalent (Pham 1999). The private sector, however, has its own problems, including malpractice and exaggerated drug use (Pham 1999) .
Similar to what has been observed in many other developing countries, private health provision in Vietnam is particularly active in the field of ambulatory care (Berman 2000) . The most common conditions treated by private providers are reported to be arthritis, asthma, cough and fever (Pham 1997) . Private providers also offer treatment for many important public health problems such as diarrhoea, respiratory infections, tuberculosis and family planning services (Lonnroth et al. 1998; Population Council 1999; Vu and Le 1999) . The clients of the private sector are generally considered to have slightly higher income than those coming to the public sector (Pham 1997 (Pham , 1999 Population Council 1999) . Regarding the supply side, Vietnam had 17 701 officially registered private facilities as of October 1997 (MOH 1998) . The most recent official statistics were from 44 out of 61 cities and provinces, and they reported 36 442 facilities, with 25 452 in rural and 10 990 in urban areas, providing 23 different types of service. However, these official figures do not capture the real numbers because a sizeable number of private facilities do not register their practice (Pham 1997).
On the surface, Vietnam appears to have a two-tier private sector. At the first tier is a handful of private hospitals -three in 1998 according to the Ministry of Health (MOH 1998). These hospitals are located in the big cities and equipped to provide technically demanding services. The second tier private providers -the urban, suburban and rural based clinics -are not that well equipped. They are mostly operated by a single full-or part-time physician, or a small group of physicians. These clinics often serve as ambulatory health care providers for middle-income people. Yet, there is a third tier of private health service that has never entered any health policy design. This is the service provided by the 'mobile' practitioners, who are present everywhere in rural areas. These practitioners resemble the less-than-fully-qualified providers in India (Berman 1998) , and the barefoot doctors in China. The Population Council's study in Kontum, a remote province in Vietnam, estimated that in each commune there were about five private health workers, who have received some training in health care, who are active or retired physicians. These people provided very active services, such as visiting the patient's home at night, and they were willing to give credit that clients could repay in cash, kind or labour (Vu and Le 1999). It appears that while the public health services are in a situation of chronic shortages of supplies, poor infrastructure and deteriorating staff morale, these health practitioners play an important role in providing basic health services for the vast majority of the Vietnamese population who reside in the rural areas.
Data and methods

Data
The data used for this analysis are from the second VLSS conducted by the General Statistics Office in late 1997 and early 1998 (General Statistical Office 2000). Its sample was selected to be representative of the whole country. It covered 5999 households consisting of 28 633 individuals. The sample selection was based primarily on the sampling list used in the first VLSS in 1992-93 and the Multi-Purpose Household survey in 1994. These surveys followed a method of stratified random cluster sampling. To assure the representativeness of urban and small sample size areas, various growth factors were used for places that were oversampled. Therefore, weights were used to obtain nationally representative estimates. The weights were the inverse of the probability of a household being sampled times a growth factor for the number of households in the village (General Statistical Office 2000) .
This study analyzed 28 502 individual observations and 5999 households. The main data source was information given by 4-week recall of different types of common illnesses and injuries, choice of providers, and expenditure on treatment.
The question for 4-week service use was worded as 'visit a health facility for diagnosis and treatment', as opposed to the question 'spend a night in hospitals or other health facilities' used to collect information for 12-month recall. The information on 12-month recall of hospitalization was not analyzed in this paper. We assumed that answers to the questions about 4-week service use included primarily acute outpatient services, although the VLSS questionnaire is not clear about whether inpatient services were also included.
The expenditure associated with a particular health contact makes up the cost of health service at a given provider. It comprises the costs for diagnosis and/or treatment, transportation, lodging, as well as care-taking. If medicines were purchased as a result of the consultation during this visit, their costs were also included. It was not possible for many survey respondents to separate the cost of medicines from the treatment or diagnosis fee paid per health care contact. Hence, we could not determine the providers that prescribed the most drugs. This study aimed to assess the overall financial burden of health service utilization for households, and we concluded that it was adequate to merge all costs into one measure.
The information about individuals and households included age, sex, education, severity of illness reported (approximated by days prevented from undertaking usual activities due to illness), health insurance, income (approximated by consumption level), place of residence and number of sick persons in the household 4 weeks prior to the survey. Given that children do not usually make health care decisions themselves, in the analysis of children aged 15 and under, the education variable refers to education of the head of the household.
This paper defined private providers as all non-government owned types of services and facilities, i.e. private hospitals, clinics, providers' homes, traditional healers, and home visits by private practitioners. The public providers included public hospitals, commune (or ward in the urban area) health stations (CHS), policlinics, other public facilities and home visit by a physician, assistant physician or nurse in the role of a public provider. We distinguished 'providers' (public and private) from pharmacies and drug vendors on the basis that a diagnosis and treatment was usually only given by the 'providers'. This paper examines the choice of health services from public or private providers and the cost of health services. Herein, the cost of using pharmacies and drug vendors was also included. It should be noted that the questionnaire did not distinguish public from private pharmacies, although most pharmacies are private. If the pharmacies and other drug vendors had been included in the private provider category, the private sector would have become more salient.
Methods
The descriptive analysis in this paper was done using Pearson's χ 2 test to determine whether people with specific characteristics were significantly different from each other in terms of health status and health seeking behaviour. This analysis took into account the sampling weights used in the study design. A multivariate logistic regression model was estimated, respectively, for adults and for children under age 16 to determine the variables that affected an individual's choice of private versus public provider controlling for covariates. The regression analysis included all individuals who were sick and had sought care either at a public or private facility within 4 weeks of survey date. Model goodness-of-fit was assessed using the Hosmer-Lemeshow test. That is, the data were divided into 10 groups and the Hosmer-Lemeshow χ 2 statistic was calculated (Hosmer and Lemeshow 2000: Chapter 5) . There is no statistical package that estimates logistic regression models accounting for sampling weights and also assesses the model fit. Following Hosmer and Lemeshow's (2000: Chapter 6) discussion of this issue we chose to estimate the multivariate logistic regression model without accounting for the sampling weights. All calculations were done using routines from STATA version 6 (StataCorp 1999).
As one player in the macro organization of the health system, the private sector has to be assessed according to the overall goals of the health system. Countries differ in their basic social and cultural values, hence in their ways of setting goals for the health system and in making decisions about tradeoffs between these goals. The WHO's World Health Report 1999 considers the desirable characteristics of a health system to be to: improve health status, reduce health inequalities, enhance responsiveness to legitimate expectations, increase efficiency, protect individuals, families and communities from financial loss and enhance fairness in the financing and delivery of health care (WHO 1999) . This definition implies that these goals need to be achieved in an aggregate manner together with an equitable distribution in the population. This paper focuses on the two criteria of improving health status and financial risk protection. These outcomes are proxied by assessing the utilization of private versus public health care services and the financial burden of out-of-pocket expenditure on private care for households in Vietnam.
This use of proxy variables is justified by the absence of controlled measures of health outcomes and the difficulty usually encountered in obtaining such measures. It is complex to evaluate health status because it is a function of many factors. Some of these factors do not belong to the sphere of health care, but to a broader socio-cultural and economic context, such as education, living conditions and environment. Other factors are components of health care, such as quality of care, access to and utilization of services. Within the latter sphere, health outcomes would be the best indicators to measure the impact of different health services provided. However, data about the quality of care and health outcomes were not available, and this paper was restricted to analyze health services utilization. People's use of health services is a prerequisite for good health, and a health system's ability to provide financial risk protection is crucial for the individual's well being. The burden of health expenditures influences the welfare of households and it can push people into poverty. Table 1 shows that roughly 41.4% of the population reported acute illness or injury during the 4 weeks prior to survey date. The illnesses were mild and 52.7% of the people were not prevented from undertaking their usual activities. More than 70% of all the sick people did not seek care from any formal sources. Instead, they just waited for the illness to go away or purchased drugs for self-treatment. This pattern supports the notion that self-medication is prevalent in Vietnam. Furthermore, among those seeking medical care, the proportion going to private providers was only slightly lower than that going to public providers. The 5% consulting both public and private providers were not significantly different from the group seeking either private or public provider, and they were excluded from the subsequent analysis of private versus public provider choice. Table 2 breaks down the percentage of respondents reporting illness/injury by different individual and household characteristics. The differences were statistically significant for each characteristic examined, except for insurance. As shown, the young and old, women, lowly educated, poor and rural dwellers were more likely to report an acute illness.
Results
Health status and health care utilization
The care seeking behaviours of the sick respondents stratified by level of illness severity are presented in Figure 1 . People sought more care and relied less on drugs the longer the illness lasted. However, even among those people who were ill for 4 days and more, 13% did not receive any type of formal care. Overall, 53% of all ill people relied on only drugs for self-treatment.
The general trend observed in Figure 1 remained when the sample was stratified by individual and household characteristics (figure not shown). With the exception of the young children, who received more health care than other age groups, most of the 'sicker' people sought less formal care and relied more on drugs. In households with several sick people during the 4 weeks prior to survey, each individual tended to seek less formal care and to rely more on drugs. More people from rural areas and in lower income quintiles reported 'no care' than people from urban areas and in higher income quintiles.
The role of the private health sector
Service utilization Table 3 shows the proportion of ill respondents choosing only private as opposed to only public provider, stratified by different individual and household characteristics. Several groups stood out, either reporting low use of private services (the insured and people in the Northern Mountains), or very high use (children under the age of 6 years, the uninsured, people in income quintile 5, and people in households with four or more ill persons at the time of survey).
To complete the picture of health service utilization, we examined the numbers of contacts to private versus public providers. We estimated that a total of 12 339 103 health contacts had taken place in the private and 8 321 020 in the public sector in Vietnam over the period of 4 weeks prior to survey date in 1997/98. Thus, the private sector accounted for 60% of the total number of contacts, not including those at pharmacies and drug vendors. Figure 2 shows the rate of contacts per 1000 ill respondents using public hospitals, public commune or ward health stations (CHS) and private facilities (consisting of private hospital, clinic and provider's home) for rural and urban residents and for different income quintiles. The ill urban dwellers had more health contacts than their rural counterparts, although rural people used more CHS. The same pattern prevailed across different income groups. Public hospital use was more unevenly distributed across residence and income groups compared to private health services use: the urban-rural ratio of hospital use was more than 2.5, while that of private facilities use was roughly 1.2; the ratio between the richest group and the poorest in terms of public hospital use was around 4.5, and that of private facilities use was 2.3. Figure 3 presents the average expenditure per health contact to public hospitals, CHS and private facilities, stratified by severity of illness and place of residence. Days prevented from usual activities was used to offset the ambiguity of the survey questionnaire regarding whether 4-week recall included both inpatient and outpatient services, or just the latter. We know that the 'none' day category excluded inpatient services. Even in this group, public hospital costs were far more than CHS and private facilities. The '4+' days ill category may require more specialized care and tests, which were available only in the public hospitals. Therefore, the three provider categories are not comparable, and it is not valid to compare their cost per contact. Cost per contact in public hospitals and CHS was higher for rural than for urban residents, while the reverse pattern prevailed at private facilities. Table 4 shows the total amount spent on health care during the 4 weeks prior to survey, averaged for households in different income groups. In this table, total expenditures include the cost from all contacts with public and private providers, as defined in the methods part, and the cost of purchasing drugs, either with or without a prescription, including expenses for transportation to pharmacies and drugs vendors.
Financial burden to households
On average, a household spent 49 000 Vietnam Dong (VND) on health care at public facilities, 26 000 VND at private facilities, and an additional 40 000 VND on drugs at pharmacies and drug vendors, making the total health expenditure during the 4 weeks prior to survey equal to roughly 115 000 VND, or 9.5% of total household expenditure. Thus, public services cost the most. Although income quintile 5 spent most on health care in absolute terms, the percentage of household expenditure was the smallest for this income group. The remaining income quintiles spent more or less the same percentage of household expenditure on health. The gap between rich and poor in health care spending was large: quintile 5 spent more than three times as much as quintile 1 on both public and private services. Figure 3 . Expenditure per contact to selected providers by severity of illness and residence significant. Children from the two highest income quintiles were more than twice as likely to use private services compared with children from the poorest quintile, controlling for all other factors. Older children (aged 6-15 years) used private health services less than the younger ones (aged 0-5 years). Those who were more severely ill (4+ days ill category) sought less private care than those who were not prevented from undertaking their usual activities for any day. Children in all regions, except the Central Coast, had significantly higher odds of using private services compared with children in the Northern Mountains. Education of the head of the household and number of sick persons in the family did not have a significant effect on the odds that a child was brought to a private facility. There was no difference between boys and girls or between rural and urban residents in seeking private versus public care.
Effects of different individual and household characteristics on the choice of private provider
The model for adults confirmed several observations from the descriptive analysis. Old people (age 56+) and those in households with many sick members tended to seek private care more, while more severely ill people (4+ days prevented from usual activities) sought less private care. There was no significant difference across all income quintiles regarding the use of private care. As in the case of children, for adults there was no statistically significant difference between men and women in their use of private services, or by level of education or place of residence. The odds of going to a private provider were more than four times higher for the uninsured compared with the insured adults, while they were only 1.7 for children.
The models for children and for adults both fit the data based on the Hosmer-Lemeshow test. Finally, it should be noted that there was no substantial difference between parameter estimates from models accounting for sampling weights and for models assuming a simple random sample.
Discussion and conclusion
This analysis demonstrates that the private sector played a substantial role in the provision of health services in Vietnam in 1997. The patterns that have emerged pose a number of unanswered questions. For example, children under the age of 6 years are by law exempt from paying fees at public
facilities, yet they were the single age group that used private care the most. There was a small but significant proportion of people with health insurance that used private care for treating acute illnesses. The practice of health insurance contracting with private facilities was virtually nonexistent in Vietnam at the time of survey in 1997, and insured people using private facilities can be understood to have 'paid twice' for health care. So, what prevented insured people from using the public services that they were entitled to? Furthermore, why did ill people in a household with other ill individuals seek more private care? It is possible that private providers were more convenient in terms of shorter waiting times and travel-time, and more flexible in terms of accepting non-cash payments -all factors that may constrain households with many sick members (Vu and Le 1999).
There was no significant difference in private health care use by sex, place of residence or education. The difference across income groups was only statistically significant for children. This finding contradicts the common belief that the private sector serves mainly the rich and highly educated people, and that it is located in urban settings that can better support a well functioning private health care market. Instead, this analysis shows that private providers are serving both rural and urban residents and low-and high-income groups. Thus the common notion of the role of private providers may significantly underestimate their importance in the wider health care market. If we include consideration of the 'third tier' rural providers that provide basic ambulatory treatment to many people, this underestimation is even greater. When the 'third tier' providers are included, we find that private health services are distributed more evenly than the public hospital services, which are disproportionately used by the rich and urban residents. The private sector was the choice of treatment for roughly half of the population who had sought care from a health professional, and it provided 60% of all health contacts. Thus, the private sector out-weighted its public counterpart, even though the public health sector has an extensive network of facilities and serves as the government's primary instrument in providing health care for the whole population.
The financial data show that public facilities consume more resources from households than the private ones. The magnitude of household out-of-pocket spending in the private sector was larger than that in the public sector, when the amount spent on purchasing drugs at pharmacies and vendors, which are primarily private, was included. Still, the subsidized public services account for over 4% of the total household expenditure. Attendance at a public hospital costs five times more than at a private facility, even for mild illnesses. Calculations or judgements concerning the efficiency of private versus public health services cannot be made due to the lack of information on many factors, such as whether 4-week information in the second VLSS excluded inpatient services, and the number of contacts required to treat an illness episode. However, the significantly smaller amount paid per treatment contact to private compared with public providers may be an important factor in the individual client's acceptance of and preference for private providers, and it helps to explain the widespread use of private services in both rural and urban areas of Vietnam. (Deolalikar 1999) . Extrapolating from these estimates, out-of-pocket payment could account for as much as 80% of the total health expenditure. This would make the level of private payment on health in Vietnam one of the highest in the world.
The results presented in this paper do not provide a complete picture of the private sector in Vietnam. We do not have data to determine the contribution of private providers to improvements in health status and we lack crucial information to assess the health impact in terms of quality and efficiency of services from both the private and the public sector. The large volume of services provided by the private sector, documented in this analysis, could have resulted from induced-demand practice, where providers purposely required unnecessary health contacts to collect more fees.
Little is known about the quality and the accountability among the so-called 'second and third tier' private providers. Also, there is little information about the efficacy of the traditional medicine prescribed or the incidence of malpractice among the private providers. Furthermore, the pharmaceutical aspect of the private sector is a gray area, where some providers are suspected to harm their clients by selling expired and occasionally faked drugs. We cannot assess the quality of drugs or other questions about drug dispensers from the data available.
Further research is needed to understand the dynamics of public and private interactions in health care in Vietnam. Although the government claims to be the main health services provider, there is clearly a health care market, which is very much in a 'laissez-faire' state. In the current market, private providers are competing with subsidized public providers on uneven grounds. So, what is the competitive edge that has enabled private providers to capture more than half of all health care contacts in Vietnam? Are caring attitudes, short waiting times, flexible payment terms sufficient to explain the rapid expansion of private health care? Should the public sector learn from the private sector experience to improve its acceptability?
The findings of this paper highly support stronger government actions toward the private sector in Vietnam. Whether recognized or not by the government officials, the private sector is growing fast with all its problems and benefits. The government's role as a regulator needs to be translated into measures to reduce the negative or harmful characteristics of the private sector and to mobilize its strengths. So far, the government and the Ministry of Health have mostly paid attention to the limitations of the private sector, addressing the problems of licensing and malpractice. Even in this regard, issues of technical quality and accountability of the 'third tier' practitioners have been largely ignored.
The most important point raised in this paper is that the government needs to recognize the private sector as a key player in the health care system and introduce wide-ranging policies reflecting that. The private sector is currently underrecognized, but it could be better mobilized to help achieve the government's goal of assuring health care for all citizens. Presently, there are many potential ways that the government can incorporate the private sector into its planning, financing and organization of health services. We have shown in this analysis that a health contact for a mild illness is more expensive in a public hospital than in a private facility. Should the government then use the individual private providers as primary care 'gatekeepers', and save the hospital resources for tertiary treatment? The Ministry of Health is trying to revitalize the hamlet health network and to restore the commune health centres in order to assure health care for the remote and rural dwellers. How should it incorporate the private rural health workers, who are already providing very active services? Why should the Vietnam Health Insurance contract with only public health services, when a significant proportion of insured clients are paying to use private health services? These are just a couple of the questions that the government and concerned agencies need to address in their efforts to implement the goals of the health system in Vietnam, including assuring equity in health care for the people.
